
Background:
Uterine rupture is an uncommon but life-threatening obstetric emergency. Classical risk factors 
include previous cesarean delivery, uterine surgery, labor induction or obstructed labor. It is 
particularly uncommon in women with an unscarred uterus. However, spontaneous rupture may still 
occur in multiparous women without identifiable predisposing factors. Advanced maternal age and 
cumulative myometrial thinning from repeated pregnancies have been suggested as potential 
contributors. Because clinical manifestations may be subtle, diagnosis can be challenging leading to 
delayed intervention and significant maternal and fetal morbidity.
Case Report:
We report the case of a 40-year-old gravida 3, para 2 woman at 33 + 1 weeks' gestation who initially 
presented with mild abdominal pain and reassuring maternal and fetal evaluations. She had two prior 
uncomplicated spontaneous vaginal deliveries but no history of cesarean section, uterine 
instrumentation, or use of uterotonics. Twelve hours after discharge, she returned with severe 
abdominal pain, hemodynamic instability, and fetal demise. Emergency laparotomy revealed a 7-cm 
longitudinal fundal rupture of an unscarred uterus with complete extrusion of the fetus and placenta 
into the peritoneal cavity, accompanied by massive hemoperitoneum. The uterus was repaired, and the 
patient required extensive transfusion support. Postoperatively, she developed acute respiratory 
distress syndrome, aspiration pneumonia, and acute kidney injury, necessitating intensive care 
management. She eventually recovered and was later extubated on postoperative day 7 and was 
discharged on day 14. 
Conclusion:
Spontaneous uterine rupture can occur in multiparous women without any previous uterine surgery 
and may present with nonspecific symptoms leading to delayed diagnosis. Treating obstetricians 
should maintain a high index of suspicion for possibility of uterine rupture in any pregnant patient 
presenting with acute abdominal pain. Timely diagnosis and early intervention is essential to prevent 
maternal as well as fetal morbidity and mortality.
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INTRODUCTION: - 
Uterine rupture is a rare but serious obstetric emergency. It is characterized by a full-thickness 
disruption of the uterine wall which often results in significant maternal and fetal morbidity or 

1mortality.  While the incidence is highest among women with a scarred uterus (those with history of 
previous cesarean deliveries or myomectomies) cases of rupture in an unscarred uterus remain 
exceedingly rare. Most uterine ruptures occur in the third trimester or during labor and are typically 
associated with identifiable risk factors such as uterine trauma, multiparity, uterine anomalies or the 

2use of uterotonic agents.  Prompt diagnosis of uterine rupture remains a challenge particularly when 
clinical presentations are atypical or when risk factors are absent.
Among women with a previously unscarred uterus spontaneous uterine rupture is particularly 
uncommon and unpredictable event. The challenge lies in the fact that such patients are generally not 
considered high-risk and the index of suspicion among clinicians for uterine rupture in these cases is 
usually low. This diagnostic bias may be responsible for delay in appropriate intervention which may 
compromise outcomes. Multiparity is known to be associated with increased uterine wall distensibility 
as well as myometrial thinning which may be a risk factor for rupture even in the absence of prior 

3uterine surgery.  
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Advanced maternal age is another important contributing 
factor as studies suggest a higher rate of uterine rupture in 

4women above 35 years of age.   
Clinically, uterine rupture can be difficult to recognize, 
especially when classical signs such as vaginal bleeding, loss 
of fetal station, or sudden cessation of uterine contractions are 
absent. Among these, fetal distress which is usually evidenced 
by fetal bradycardia remains the most consistent and urgent 

5clinical indicator.  Nonetheless, the condition may be 
misdiagnosed in the absence of traditional risk factors 
particularly in women with no history of uterine surgery. In 
rare instances, non-obstetric pelvic surgeries such as ovarian 
cystectomy or appendectomy have been considered possible 
contributors to altered pelvic anatomy or vascularization. 
These surgeries may in turn predispose to uterine wall 
compromise although a direct causal link has not been well 
established. Such associations make it necessary to keep 
possibility of uterine rupture as a differential diagnosis in 
pregnant women who present with acute abdominal pain, 

6irrespective of their obstetric history.
Despite the existence of well-established clinical guidelines 
for managing uterine rupture most are directed towards 
patients with previous cesarean sections or recognized uterine 

7scars.  This leaves a considerable knowledge gap in 
addressing rupture in women without these known risk 

8factors.  Furthermore, unscarred uterine rupture may remain 
underreported, particularly in resource-limited settings where 
diagnostic facilities are constrained. As such, the true burden 
and spectrum of unscarred uterine rupture remain poorly 
understood as well as underdiagnosed.
CASE REPORT: - 
A 40-year-old gravida 3, para 2+0 woman presented to the 
emergency department (ED) with a history of lower 
abdominal pain at 33 weeks and 1 day of gestation. She 
reported fetal movements to be adequate. There was no 
history of any per vaginal bleeding or leaking. Her obstetric 
history included two previous uneventful normal spontaneous 
vaginal deliveries (NSVDs). She had a surgical history of 
undergoing ovarian cystectomy and a laparoscopic 
cholecystectomy. Both of these surgeries were performed 
several years back. She had no history of cesarean section or 
uterine instrumentation. At the time of arrival to hospital she 
was hemodynamically stable (blood pressure was 140/90 
mmHg, heart rate 90 bpm) and afebrile. Abdominal 
examination showed presence of mild tenderness without 
presence of active uterine contractions. On pelvic 
examination, the os was closed and no bleeding or leaking was 
noted.
Cardiotocography (CTG) was classified as Category I 

8(reassuring fetal status with no uterine contractions).  A 
bedside obstetric ultrasound showed presence of a single 
viable fetus with appropriate biometry for gestational age. 
Placenta was located anteriorly and was reported to be safely 
away from os.  Amniotic fluid volume was adequate. There 
was no evidence of placental abruption or retroplacental clots. 
Given the reassuring maternal and fetal parameters, the 
patient was discharged with instructions for close follow-up. 
A single course of corticosteroids was administered for fetal 
lung maturation in view of possibility of preterm delivery.
Approximately 12 hours later, the patient was brought back to 
the ED with complaints of severe, continuous abdominal pain. 
She appeared pale and her vital signs revealed presence of 
hypotension (BP 107/79 mmHg), tachycardia (HR 140 bpm) 
and mildly tachypnoea. Generalized abdominal tenderness 
and guarding was also present. On auscultation fetal sounds 
could not be located. Her haemoglobin had dropped to 7.2 
g/dL. A diagnosis of concealed placental abruption was 

initially made on the basis of clinical presentation and a 
massive transfusion protocol was activated in anticipation of 
possible emergency surgical intervention.
The patient was taken urgently for cesarean section under 
general anesthesia. intraoperatively approximately 4-5 Litres 
of blood and clots were evacuated from the peritoneal cavity. 
A 7 cm longitudinal fundal uterine rupture was identified with 
complete herniation of the placenta and fetus into the 
peritoneal cavity (Figure 1).

Figure 1: Intraoperative finding showing fundal 
uterine rupture
 The fetus was delivered but was already demised in utero 
(intrauterine fetal demise, IUFD). The uterus was repaired in 
two layers. Intraoperatively there was no evidence of 
adhesions, scarring, or structural abnormalities related to her 
previous ovarian cystectomy. The patient received four units 
of packed red blood cells and two units of fresh frozen plasma 
intraoperatively.
Postoperatively, she was shifted to the intensive care unit 
(ICU) for monitoring and further management. Over the next 
48 hours she developed serious complications such as acute 
respiratory distress syndrome (ARDS), aspiration pneumonia 
and acute kidney injury (AKI). In view of her deteriorating 
condition, the patient was intubated and put on mechanical 
ventilation. Broad spectrum antibiotics were also started. She 
gradually improved with and was successfully extubated on 
postoperative day 7. Renal function stabilized without the 
need for dialysis.
The patient was discharged on day 14 and was in stable 
condition at the time of discharge. She was counselled 
regarding the potential risks of uterine rupture in future 
pregnancies and the need for delivery in a tertiary care facility 
with early planned cesarean delivery. 
DISCUSSION: -
In this case of a 40-year-old multiparous woman (gravida 3, 
para 2) with an unscarred uterus who developed a longitudinal 
fundal rupture at 33+1weeks several aspects of our findings 
are similar to cases reported in existing literature. Our 
observation that rupture occurred despite absence of prior 
cesarean or uterine instrumentation aligns with reports such as 
that by Sakr et al who described unscarred uterine rupture in a 

938 years old multiparous women.  Similarly, Guèye et al 
documented that high parity (multiparity) is a recognized 
major risk factor for spontaneous rupture of unscarred 

10uterus.  Thus, our case supports the notion that multiparity 
alone may suffice to predispose to such catastrophic events 
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pregnancy irrespective of gestational age and uterine scar 
status. 
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possibly due to cumulative myometrial stretching and 
thinning.
However, our patient lacked many of the common 
precipitating factors often reported in series of unscarred 
uterine rupture. There was no labor induction or 
augmentation, no use of uterotonics, no instrumental delivery, 
no obstructed or prolonged labor and there was no 
malpresentation. This mirrors recent reports such as those by 
Chen et al., who described three cases of spontaneous rupture 
in unscarred uteri in the absence of obvious risk factors or 

11uterine interventions.  Additionally a case series by Halassy 
et al underscored that unscarred uterine rupture remains a rare 
but real possibility outside the classical context of prior 

12uterine surgery or labor interventions.  These observations 
demonstrate that relying solely on known risk factors may 
result in delayed recognition when rupture occurs under 
apparently low-risk circumstances.
Rupture in this occurred in the preterm period (33+1weeks), 
which is less common but has been described. While many 
cases of unscarred uterine rupture occur at term or during 
labor, evidence suggests that rupture can occur in later 
gestation (third trimester) particularly in multiparous patients. 
A recent report by Rakama S et al described preterm unscarred 

13uterus rupture in a multipara around 33 weeks of gestation.  
This underlines that gestational age alone does not exclude 
risk of spontaneous uterine rupture and that clinician should 
maintain vigilance even in preterm pregnancies.
In terms of maternal and perinatal outcomes, our case 
reflected the severe morbidity often associated with unscarred 
uterine rupture in resource-limited or delayed-diagnosis 
settings. The fetus could not be saved (intrauterine fetal 
demise) and the mother required massive transfusion, ICU 
care, mechanical ventilation and had complications including 
ARDS and AKI. This is consistent with previous findings: in a 
retrospective analysis of 13 cases of unscarred uterine rupture 

14reported by Vernekar M et al.  In this study maternal mortality 
was substantial and perinatal mortality exceeded 50%. 
Similarly, in a 2015 case series describing rupture of an 
unscarred uterus by O'Sullivan et al reported severe 
hemorrhage, fetal demise and considerable maternal 

15morbidity.  Such data illustrate that despite the rarity of 
unscarred rupture the consequences can be devastating.
Finally, our case highlights important gaps in current clinical 
guidance. As noted in reviews, most management protocols 
and risk-assessment frameworks for uterine rupture focus on 
scarred uteri (e.g., prior cesarean, myomectomy) or on labor-
related risk factors (induction/augmentation, obstructed labor, 
uterine overdistension). There remains a paucity of clinical 
tools to predict or screen for uterine rupture in unscarred uteri, 
especially in multiparous but otherwise low-risk women. Our 
report therefore supports the recommendation by Chen et al 
that any pregnant woman presenting with acute abdominal 
pain regardless of obstetric history should be evaluated with 

11uterine rupture in differential diagnosis.  
CONCLUSION: - 
This case underscores that spontaneous rupture of an 
unscarred uterus, though rare, remains a critical diagnosis 
even in the absence of traditional risk factors. Multiparity and 
advanced maternal age may be sufficient to produce 
myometrial vulnerability. Given the catastrophic potential, 
obstetric care providers should maintain a high index of 
suspicion when encountering acute abdominal pain in 
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